Dear Editor, Suicide is one of the ten leading causes of death in Western countries and the second leading cause in people aged 15-19 years. In recent decades, annual suicide attempts reportedly ranged from 2.6 to 1,100 per 100,000 people, while the rate of lifetime prevalence ranges from 750 to 5,930 per 100,000 worldwide.
Dear Editor, Suicide is one of the ten leading causes of death in Western countries and the second leading cause in people aged 15-19 years. In recent decades, annual suicide attempts reportedly ranged from 2.6 to 1,100 per 100,000 people, while the rate of lifetime prevalence ranges from 750 to 5,930 per 100,000 worldwide. 1 Studies regarding suicide in Iran showed that most attempts originated in urban areas, and a recent systematic review focusing on seasonal variation indicated that most suicides were committed in the spring and summer seasons. 2 The two leading models describing the effect of seasons on suicide are the bioclimatic and socio-demographic models. The bioclimatic model analyzes the ways in which climate-related and environmental factors (e.g. heat) influence the springtime peak in suicide rates, likely as a result of increased excitability in the nervous system. The socio-demographic model proposes that the spring peak is a consequence of increased occupational and public activity. 3 Utilizing a set of representative and fresh data, the present study aims at examining the seasonality of suicide. As the second objective, we also explored differences in seasonality between rural and urban areas, mental disorders, and genders.
The data of suicide attempts were extracted from the systematic registration suicide data system (SRSD) provided by Ilam University of Medical Sciences, Ilam, Iran. Data on attempted suicide have been collected systematically since 2010. Weidentified 546 suicide deaths and 6,272 attempted suicides from 1 January 2010 to 31 December 2014. The data included all suicide attempts by the residence of Ilam aged 6 years and older, who were admitted to medical centers in Ilam during the period of the present study. In the systematic registration suicide data system (SRSD), suicide attempts were determined by analyzing physicians' statements and hospital admission records. This was in addition to daily suicide counts according to a structured schedule that involved nine items, namely age, sex, marital status, educational level, job status, partners' job status and educational level, region of residence, race, and other demographic information. Data concerning mental disorders, addiction, methods of suicide attempt, and outcome were collected from individual outpatient visits on a monthly basis. Two methods, Chi-square, Edwards' T, were used independently to analyze the seasonality. Seasonal effect ("peak/trough seasons" and "deaths/suicide attempts") was explored by ratio statistics; the null hypothesis assumes that completed suicides in each method group are evenly distributed over a year.
Our findings showed that the number of suicide attempts in rural and urban areas fluctuated by season. The number was highest in spring/autumn for both genders, and for rural areas the highest was in spring/summer for both genders. The overall distribution of suicides by residence (males x 2 =44.5, P≤0.001, females x 2 =115.3, P≤0.001) differed significantly between seasons for both genders. Suicide data during 2010 to 2014 revealed that suicide following mental disorders showed statistically significant seasonality with a peak in the springtime, regardless of other factors such as gender and age. Excluding suicides due to mental disorders, the seasonality remained statistically significant for all other types of suicide, but the peak month shifted to autumn in 2010, 2011, and 2012.
Data regarding suicide attempts by month indicated that the spring time peak occurred in May and the autumn peak took place in September, whereas the peak months for completed suicides were January, March, and October. In general, suicides peaked in springtime and early summer, and platitude in the autumn and winter months. Several studies indicated that the patterns of springtime and autumn peaks were more common in Western countries. Both rural and urban areas showed seasonal variation in suicide attempts, although a greater seasonal effect was observed in urban areas. Basing his research on the sociological model, Durkheim illustrated a difference between rural and urban areas, demonstrating that variables affecting suicide were more prevalent in rural areas. 4 We investigated the presence of mental disorders in terms of seasonal variation in suicide, and our results indicated a higher frequency in springtime deaths. Several studies have examined the interplay between psychiatric disorders and seasonal change on suicidal inclination. For instance, Doganay et al. 5 found that attempts by individuals who suffered from depression and suicidal tendencies generally peaked in spring and summer months. This is in agreement with our findings.
Associations of Suicide Seasonality with RuralUrban Residence and Mental Disorders in Ilam, Iran
Letter to the Editor Suicide in Ilam illustrates a significant seasonality for both rural and urban areas, which is greater in urban areas. Significant seasonality in suicide was observed in attempters with mental disorders, for which our findings showed two peaks in spring and autumn.
